Our recent work questions these claims and shows that triage may extend waiting times for all patients, particularly those in most urgent need of attention.3 We have further shown that it is the queuing problems subsequent to triage that cause delays, rather than the triage process itself.4 Our own and other studies5-9 show that nurses prefer to err on the side of safety and consistently give higher priorities than doctors which may cause a "bottleneck" in the accident and emergency department.
"Nurse triage" refers to the formal process by which there is early assessment of patients attending an accident and emergency department by a trained nurse, in an attempt to ensure that patients receive appropriate attention in a suitable location, and with the requisite degree of urgency.' 2 Systems for deciding degrees of urgency may be based upon explicit criteria (for example, listing specific sites of injury, symptoms, and signs) or may be more normative in character (for example, assigning patients to priority groups according to the maximum time that it is estimated they can wait to be treated, or merely by placing them in rank order).
The benefits claimed foi triage include a reduction in waiting times, especially for more urgent patients, and increased patient satisfaction.
Our recent work questions these claims and shows that triage may extend waiting times for all patients, particularly those in most urgent need of attention. 3 We have further shown that it is the queuing problems subsequent to triage that cause delays, rather than the triage process itself.4 Our own and other studies5-9 show that nurses prefer to err on the side of safety and consistently give higher priorities than doctors which may cause a "bottleneck" in the accident and emergency department.
To investigate how this practice might be modified to achieve the desired benefits, we decided to see whether this tendency to higher prioritisation by nurses was uniform across all patient groups or affected some groups more than others.
The triage process at our accident and emergency department The triage process at our study site was normative in character, and the triage categorisation system is given below: There is also variation within each of the three categories. For those attending with eye complaints, the proportion of patients assigned to the nurse>doctor wing (77:397) was significantly greater than that assigned to the doctor>nurse wing (5:139, X2=14 57 p=0-0001). Eye patients, therefore, were seen as being more urgent at presentation by nurses than by doctors retrospectively, and this tendency was significantly greater than could be accounted for by hindsight alone. Within the overall medical category, those with cardiorespiratory symptoms were likely to be seen as less urgent by nurses (6:138) than by doctors (1:473, p=0000 1).
Discussion
The reason for differences between nurses' and doctors' assessments of urgency in this study are twofold. Firstly is the difference due to the timing of the assessment: the fact that patients seem less urgent in retrospect than at the time of presentation is hardly surprising. An example might be an elderly lady who has fallen heavily and has pain in the thigh upon trying to stand. The confirmation on x-ray that there is no fracture of the femur changes entirely the degree of urgency. Secondly there is also likely to be a difference because of the different professional perspectives of doctors and nurses. Other studies5 6 have found that nurses still assign higher degrees of urgency to patients than do doctors, even when both groups of assessors work prospectively.
A striking feature of our study is that the tendency of the nurses to give higher priorities was not uniform across all diagnostic groups. Why is this? Most of those who have worked in accident and emergency departments will recognise the reasons for giving priority to children. They are often anxious and distressed by their illness or injury, and equally often are accompanied by parents who are at least as anxious and distressed, and usually more so. Whether the more urgent attention given is to the benefit of patients, parents, or staff, however, is a matter of debate.
It seems in this study that triage nurses awarded too little urgency to medical cases, in particular those with cardiorespiratory symptoms, and too much to ophthalmic cases. The latter finding is easily explained as, at the time of the study, the triage protocol emphasised giving priority to eye cases. This proved to be wrong when implemented as a strict rule and has since been changed. Each case is now assessed on its merits giving regard to aetiology, timing, subjective pain, and the age of the patient.
The former finding is more worrying. The lack of recognition of the urgency of medical cases is potentially serious. It may stem from the relative frequency of different modes ofpresentation and the ease with which they can be assessed. Orthopaedic cases formed over half of this study population, and many of these cases were traumatic in origin. 
Conclusion
This study has implications for those who operate triage systems, or who intend to do so. It is for those who devise the systems, and the protocols that go with them, to decide whether the favouring of certain groups confers an overall benefit across all groups. Indeed, should the one individual patient benefit to the detriment of many others?
It is essential that triage nurses are completely objective in their assessments of urgency, even if this runs contrary to the raison d'etre of their profession. A screaming child may seem urgent, but is it really more urgent than the pale, clammy middle-aged man clutching his left arm? Triage is an extended nursing role and requires correct training in assessment and awareness of possible covert problems. The system requires repeated audit and retraining to achieve benefit, both to the patient and the accident and emergency department.
